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BEGIN TRANSCRIPT:
Slide: Medicaid Health Home Implementation in Missouri: A Year Later
MODERATOR: Welcome to today’s CIHS webinar entitled “Medicaid Health Home Implementation in Missouri: A Year Later. My name is Laura Galbreath, Director for the SAMHSA-HRSA Center for Integrated Health Solutions housed at the National Council for Behavioral Health [Homes?] and I’ll serve as the moderator for today’s webinar. The slides for today’s presentation are available online, if you don’t have those notes while we’re going through, at the CIHS website at SAMSHA.gov. Today’s webinar is being recorded and all participants will be kept in listen-only mode. Questions may be submitted throughout the webinar by typing your question into the dialog box to the right of the screen and sending it. We’ll answer as many questions as possible in the time we have available. And if at any point you have technical difficulties please call Citrix at [unclear]. Please take a moment to provide your input on a short survey at the conclusion of the webinar. [1:10]
Slide: Welcome
[Introduction of presenters is untranscribable due to fading audio. Introduction cuts out completely at 3:28 and resumes at 4:57.]
Slide: Medicaid Health Home Implementation in Missouri: A Year Later
DR. PARKS: Okay, well, it’s a pleasure to be here today speaking with you all. I want to thank the Center for Healthcare Strategies and the National Council for all the support they’ve provided to us here in Missouri to do this work. And I’m particularly pleased to have North Central Missouri Mental Health Center that’s going to tell you how all this works at an individual agency, which is really where the rubber hits the road. My job to set that up is to give you an overview of how we’ve structured our health homes here in Missouri, so I’ll start out with that.
MODERATOR: And Dr. Parks, while you’re advancing your slides you should be able to see “Show My Screen” and “Clean.” That way will get the full screen. If you’re able to do that that would be great.
DR. PARKS: Let me see if I can do that, because I’m not advancing either.
MODERATOR: There you go, you’re all set, it looks great.
DR. PARKS: Okay, there we go. Well, I am not advancing, Laura. You may need—
MODERATOR: Sure, no problem. You can try clicking one more time on your slide on the screen and that should take you to— [6:10] 

Slide: My Background
DR. PARKS: There we go, okay. Now I got it. Okay, my background is I’m the Medical Director here at the Department of Mental Health. I spent a lot of time working with our Medicaid agency also. And I am a practicing psychiatrist at one of our primary care health homes half a day a week seeing patients, but today we’re going to be talking about the community mental health center health homes. And I’m Director of Missouri Institute of Mental Health, which supports the health homes by providing the project management staff, data analytic support and the evaluation components.
Slide: Defining health homes
So to remind everybody, health homes were created by the Affordable Care Act and they provide states with enhanced federal match through Medicaid. And Medicaid’s a federal-state partnership that ranges with the federal share going from 50 percent up to about 70 percent depending on the state. But in health homes the federal government pays 90 percent of the cost for the first eight quarters. You have to provide six services: comprehensive care management, care coordination, health promotion, comprehensive transitional care, individual family support, and referrals to community and support services. The last two are more about the whole person and the social determinants of health. Does the person have housing? Do they have a social network? Are they getting assistance with food or heating oil or whatever’s available in their community and state? And that’s a lot of what differentiates health homes from a person-centered medical home that keeps its interest more strictly medical and does not really exert itself as much to address the social determinants of health, which of course are a major impact on outcomes. The services in health homes are provided by designated providers, or a team of professionals, or a health team. [8:00] 

Slide: CMHC Healthcare Homes
In Missouri we had our health state plan amendment, the Medicaid plan amendment, approved late October of 2011, we were the first in the nation, and we launched January 1st, just a little over five weeks after that. We are state-wide. In our state the CMHCs have a catchment area so we’re able to cover the whole state with our community mental health center system. We auto-enrolled almost 18,000 people, so the state actually selected people that were already involved with community mental health centers that had used the most medical healthcare services in the previous year. We selected who was enrolled, not the CMHC. That both allowed us to select the sicker people, so there was more opportunity to make gains by coordinating care, and it also made sure the CMHCs had a critical mass, that they had enough people enrolled on day one to meet their staffing model. We gave each CMHC actual staff numbers that they needed to hire. We calculated a model health home as having one health home director for every 500 enrollees, a primary care physician consultant to advise the health home, not to provide primary care themselves, one hour per enrollee. So at 500 that would be a quarter-time primary care physician consultant. Primary care nurse care managers. We directed them not to hire psychiatric nurses but to hire primary care nurses. CMHCs already have a lot of psychiatric expertise and we wanted to build their general medical expertise, and the two major components were adding a primary physician consultant and primary care nurse care managers, one for every 250 enrollees. Assisting them is a care coordinator, which is quasi administrative, kind of like associate degree level person, who assists with tasks that don’t require a higher credential. It’s the way of having someone with a less expensive FTE help out. [10:00] 

Slide: Clients Eligible for CMHC HH
And that was all paid for by $78.74 per person per month. And that cost was calculated based on the salaries, the fringe benefits, and an overhead rate for that care team, along with some extra money in to pay for data analytics, training and technical assistance. The people eligible for the community mental health centers are people with serious mental illness or a person with some other health condition or a substance abuse condition and one chronic health condition. And our chronic health conditions you see here are asthma, heart disease, diabetes, developmental disability, being overweight, and our major risk factor that makes you eligible is smoking. So basically everybody in the CMHCs are eligible. It’s hard to find a client that doesn’t either have serious mental illness, or a mental health or substance abuse condition, plus being overweight or smoking or having some medical problem. We built eligibility very wide, but then auto-enrolled the subpopulation that was using the most services and the sickest.
Slide: What is a CMHC Healthcare Home
I want to emphasize that for us a health home is not just another service line, it’s not like adding a new therapy. It is a different way of running your healthcare delivery in general. It’s a reorganization of how you look at care and think about care. It goes to changing your care from being complaint-driven, where one patient comes in and tells you what’s bothering them and you do what you can and then you move on to the next, to being population-based, to looking at your whole population and identifying the gaps in the care they need even before they come in. So it’s about being population-based and data-driven, which really requires a whole new way of thinking as well as different staff and different data systems than we had when we started out. [12:00] 

Slide: Healthcare Home Team Members — Healthcare Home Director
Let me say a little about the duties of the health team. The Healthcare Home Director champions changes in the CMHC. They oversee the daily operations, they track enrollment, discharges. In many cases they will be a part-time nurse care manager also. In all the medium-sized ones usually there’s at least half time spent as director and then a half-time caseload where that person is usually a nurse and will also carry a partial caseload. We require all our CMHC health homes to have at least half-time on administrative duties. This is a heavy administrative lift, there’s a ton of stuff to be done. I think it’d be hard to succeed at health homes if you don’t put substantial administrative support behind them. They coordinate and manage the health information technology tools, and develop relationships with the hospital, the primary care practices around time, the other specialty care. And they keep dogging their CEO at that agency to remind them that this is a commitment they made to change their CMHC in this way, because the CMHC will need to make policy and other changes, in scheduling for instance.
Slide: Healthcare Home Team Members — Nurse Care Managers
The nurse care managers are really the backbone of the operation. They champion changing to a healthy lifestyle, and they provide individual care coordination for the consumers on their caseload. They do an annual health risk assessment, they review client records. They are the people primarily responsible for using the health information technology tools that identify actionable care gaps. What is specifically missing from this person’s care that needs to get done and how do we choose who we’re going to pick to do something about today. They consult with our community support workers, the regular mental health staff, about identified conditions. They coordinate with the external primary care practices. For us, we’re kind of like a wrap-around service. We’re not providing the primary care, we’re providing the data analytics, the patient support, the lifestyle change capability to primary care practices that don’t have those capabilities in and of themselves. [14:10]
Slide: Healthcare Home Team Members — Primary Care Physician Consultant
The primary care physician consultant is there to assure that the people we’re serving get care consistent with appropriate medical standards for their chronic medical conditions. They’re there to consult with the psychiatrists and the general mental health team. This is not a separate service line, these are additional members to the traditional mental health team. So now instead of the mental health team being a community case manager, a support worker, the treating psychiatrist, that team also includes the nurse care manager and the primary care physician consultant. It’s a bigger team but it’s one team. So the primary care physician consults with the nurse care manager and the community mental health team—in our state we call that a comprehensive psychiatric rehab team, CPR—regarding specific health. We get those health concerns on the treatment plan and the team decides who’s going to act on which concerns. It’s not up to the nurse care manager to do everything. That gets delegated around depending on the patient, the care gap, and what needs to be done.
Slide: Healthcare Home Team Members — Psychiatrists, QMHPs, PSR and CSW’s
The psychiatrist, the other mental health professionals, the psycho-social rehab staff, the community support workers, they continue to have their pre-existing responsibilities and roles in providing the behavioral healthcare, but now they’re also collaborating with the primary care nurse care managers to get that same kind of medication adherence, keeping appointments and follow up on primary care, that CMHCs have always done for psychiatric care. Also our community support workers have received training to do health coaching, to help our consumers change lifestyle, be more active, take in a few less calories, cut down and stop smoking, and to prepare them to be active empowered participants in their primary care and specialty medical care. Prep ‘em up for that next doctor visit so they figure out what they want out of it and they come in with a script that will get them what they want as they interact with that physician. [16:15]
Slide: Comprehensive Care Management
So I’m going to say a few about just two or three of the major services, not all six. Probably the two top ones are comprehensive care management and coordination of care. What do we mean when we say comprehensive care management? Now, if you’re writing your own state plan amendment one cool thing about health homes is everybody gets to define their own definition of the six services. You make up your own definition in your state of what comprehensive care management is, what coordination of care is, what health promotion is. This is what we’ve done in Missouri. For us comprehensive care management is identifying and targeting people that are high risk for both behavioral health problems and for chronic medical illnesses. We monitor their health status and their adherence to treatment, whether that’s keeping appointments, taking their medications prescribed. We take treatment guidelines and find single actionable gaps—what should have been done that’s missing for this person?—and that’s an individualized plan. 

Slide: Method
So how do we do that? Well, as I mentioned, the nurse care managers—with the help of the other staff, they don’t have to do all of the screening themselves—have a general health risk screen that helps them identify and prioritize what they’re going to work on in the coming months. The prescribers, our psychiatrists, are all ordering metabolic screening annually, everybody in our health home gets screened for high blood pressure, weight, LDL, HDL, triglycerides, measure the blood fat, blood pressure, and hemoglobin A1C or sugar. So we do actually lab screenings, we do a health risk questionnaire, and we offer prevention and intervention for modifiable medical risk factors. And we do this primarily through using a disease registry. A disease registry is a large database that you can search and sort to find what gaps you want to focus on with what person that day. [18:10] 
Slide: Step 1 – Create Disease Registry
We use a lot of information from the insurance claims. If you think about it, your insurer knows more about your healthcare than any of your individual providers. They know everybody you saw, all the diagnoses you had, the dates you saw them, all the prescriptions you filled and when you filled them. Well, we put that up in a database that’s available online as a searchable tool that can either look at it in aggregate or can drill down to individuals. We combine that with the lab values I mentioned from metabolic screening and give access to all our CMHCs and our other health home.
Slide: Metabolic Syndrome Disease Registry
As I mentioned the metabolic screening, here’s the factors. We’ve been doing this annually since 2010. We added a billing code under our Medicaid rehab option to pay the CMHCs.
Slide: Step 2 – Identify Care Gaps and ACT!
Once you have this database then you can compare the care people are getting to what you find in the database and identify gaps. The nurse care manager in concert with the health home director puts together to do lists: here’s who we’re going to target on for what factor today. And then they work with the team to decide who’s going to take that action, who’s going to get them to the primary care with a specific request of something that can be improved. 

Slide: DMHNET Performance Indicators
Some of the indicators we look at is for instance use of inhaled corticosteroids by people with lung disease, asthma or emphysema. It prevents wheezing from happening instead of stopping it once it’s happened. We look at adherence to eight different classes of medication, both for chronic medical illness and behavioral health conditions. We track when people get hospitalized and do everything we can to contact them within 72 hours of discharge to see if they understood the instructions, did they get the new meds, do they have that next appointment. We look at blood pressure control, glucose control, and measures around obesity, substance abuse and smoking. [20:00] 

Slide: [screenshots]
Here’s screenshot. I’m going to show you just a couple screenshots of our online health information technology care tools. Oops, went one too forward. That first one was a lookup for individual disease indicators. This second one shows how this tool can list individual patients and show which disease indicator is flagged. For instance DM1 has been people with asthma that are getting that inhaled corticosteroids. So these are all sortable. You can sort to the person with the most gaps or you can sort to everybody with one particular gap depending on what your health home wants to focus on. The tool also allows for aggregate reporting. Here’s how North Central Missouri Mental Health Center could look at its total aggregate performance on inhaled corticosteroids as an example. Say they have 78 patients and there’s five that are flagged that need help, their performance goal is 70 percent so they’re already at 70 percent, but now this tool allows them to find that last five so they can go out and do something about it.
Slide: Medication Adherence Reports
Here’s the drugs look at at the medication adherence. As you can see it’s both behavioral health and medical, we believe in treating the whole person. 

Slide: Medication Possession Ratios (MPRs)
We look at medication adherence by tracking the medication possession ratio. That’s the percentage of time people fill their scrips. So if you only filling your scrip three out of nine months your ratio would be .66, we know you’re not adhering to your anti-hypertensive. You’re not getting it filled all the time and there must be gaps. 

Slide: Adherence: Lapsed Refill Alerts
We also look at gaps. They can get on their tool and look at people that are seven or more days late, or ten or twenty days late, and fill in particular medications. And they know which medication, and this really allows you to target who to talk to about why are you taking it, why are you not taking it. 

Slide: Initial Results
An example of the initial results, when we started almost two years ago we first focused on the asthma and inhaled corticosteroid. By using this method we were able to reduce the percentage of people with asthma or emphysema not getting an inhaled corticosteroid by about 45 percent. The interesting thing is that in the post-[talk? 22:08] analyses we found that these people that improved, that got their asthma medication they should, actually ended up taking less psyche meds and going to the ER less. Why would that be? When people aren’t on an inhaled corticosteroid they use their Alupent too much, and they tend to swallow it at the back of their throat instead of inhale it because nobody’s ever shown. They’re huffing that Alupent inhaler two dozen times a day which makes them jittery, nervous and they can’t get to sleep. So they come to your psychiatrist and they want sleep meds and some Xanex because they’re jittery, when the problem is they’re getting too much of the wrong kind of med that they’re not applying right. It’s about the whole person.
Slide: Care Coordination
That’s care management. Care coordination we define as sharing information between different healthcare providers so the right hand knows what the left hand is doing. We encourage our health homes to print down the individual patient histories and provide them to the other medical providers being seen, to give them to the patient to take to the visit, to fax them on ahead of time as a way of doing the care coordination. We can generate summary medical histories out of the tool.
Slide: Provide Information to Other Healthcare Providers
I always emphasize in these talks that you need to get over being too restrictive about HIPAA. HIPAA allows you to share information absent patient consent between healthcare providers that are already involved in care or between a provider you’re making a referral to and somebody providing care. You do not need patient consent. Moreover, you can even share information if the patient doesn’t want you to share it unless you’ve written a policy saying that you’ll honor patient wishes in those areas. We share information and we really most of the time don’t get a lot of consent. We let people know they’re in the program ahead of time, this is allowable under the federal laws. And I really think a major obstacle to health home success is not reviewing your HIPAA policies and taking as much latitude as the fed gives you. Too many agencies have been told, “Oh, we’d better be stricter than necessary just to be safe.” Well, it may be safe for the agency but it’s dangerous for the patients. [24:20]
Slide: Use of Information Technology to Link Services
The other IT approach we use is to notify health homes when people get hospitalized. You know, whenever you get hospitalized usually the hospital has to call your insurance agency and say, “Hey, Joe’s in the hospital, he has pneumonia,” and my insurer would say, “Okay, you get three days to treat him.” Same thing in Medicaid. So our Medicaid program knows within an hour or two of anybody getting admitted. We get that data overnight every night, and every day we push it out to the health home director a list of everybody that got a new authorization, for either a new admit or continuing admits. One problem is this only works for Medicaid, we can’t get that information for Medicare yet, we’re working on it.
Slide: Support Patient Wellness through Self-Management using Peer Specialists and Case Managers
We’ve given training to our peer specialists, they are very useful for improving lifestyle skills, activity. They’re very useful for encouraging people to be empowered and active in the discussion with their primary care and other physicians. We do a lot of training on motivational interviewing.
Slide: How to ask a question during the webinar
And I want to turn it over to North Central. That’s the high level overview, and now I’d like to ask Tammy and Debbie and Laurie to let us know what it was like at a single agency. In the meanwhile if you have any questions pop them in and we’ll save them up for the end.
Slide: What did we learn from our first year of implementation?
MODERATOR: Thanks everyone. Actually, Joe, we’re going to ask just two or three quick questions and then we’ll turn it over to Tammy and Debbie. If you could just ask quickly what is the—is your Missouri health home that your presenting here today just for adults or do you also include children? [26:00] 

DR. PARKS: It includes children. Fifteen percent of the people enrolled are children. CMS requires that when you do a health home amendment it must be all age range. You can do something different for children. We were the first one and we didn’t know that we would have to go all age range, so we’re trying to do the same thing for kids as we do for adults. And frankly it’s not real successful. The 15 percent we have are mostly in managed care plans, and mostly they were chosen because of high costs due to residential treatment for behavioral health conditions. In the adults we find as much and usually more costs on the medical side than behavioral health. For the kids the big cost drivers are all on the behavioral health side. In general the only avoidable general medical costs are around asthma. Even the kids that are diabetic, most of them won’t get any kind of difficult problems for years. There’s not much savings to be made except on the behavioral health side.
MODERATOR: Great. And one other question before we turn it over to North Central Missouri is could you say a little bit about how Missouri targeted the population and how did you communicate with individuals around their enrollment into the health home?
DR. PARKS: Yes. The people we chose is we picked everybody based on diagnosis as I showed you. So anybody anywhere with a serious mental illness is eligible, anybody anywhere who has some other mental illness plus diabetes is eligible. The people we auto-enrolled were all people that had had a service from a CMHC in the previous six months and cost more than $10,000 in the previous twelve months. So we auto-enrolled patients that had a current pre-existing relationship with the health home. Now, our health homes also go out, every four months we send them a list of people they can go looking for who cost more than $20,000, are not in a CMHC, and are not terminally ill. And they’re able to find and enroll about 50 percent of those people. So there’s an outreach component, but the startup started just with the people they had in service already. Everybody was informed by being mailed a letter, they were also personally handed a letter telling them that they were in this program and what it would do at their next CMHC visit. They had the opportunity to opt out if they wanted to. The amount opting out were negligible, virtually nobody opted out. But everybody was informed by letter and in person and could opt out if they chose. 
MODERATOR: Thank you for that. We’ll come back with some more questions after North Central Missouri and then after Dr. Parks shares some of the outcomes at the end. Thank you Dr. Parks, and with that we’ll turn it over to Tammy Floyd and Debbie Graham. [29:00]
DEBBIE GRAHAM: Thank you, this is Debbie Graham.
DR. PARKS: And say when I advance, just say “go ahead.”

DEBBIE GRAHAM: Thank you, I will. This is Debbie Graham, Clinical Director for North Central Missouri Mental Health Center. We’re very excited to share what we have learned from this past year of operating healthcare home services. We are one of twenty-seven of the healthcare homes in the state of Missouri here, and originally we were behavioral health services primarily, and now we are fully integrated into primary healthcare and behavioral healthcare services for clients in our communities. We knew that it was a system transformation, and in order to do that we found what we primarily needed to get that off the ground. Next slide please.
Slide: Agency Leadership Buy-In
We were looking at agency leadership buy-in. Department of Health was extremely helpful to us to get this off the ground. Department of Health first led this initial implementation through trainings with our CEOs, executive directors, fiscal officers and clinical directors. We looked through what we call our coalition of services to get that initial implementation standardized so that across the whole state we would be putting the same services in practice. So the way that Department of Health started that for us was to give us a training called “Paving the Way.” This standardized how we were going to roll out implementation of this service. Once our executive director, CEOs, fiscal officers and clinical directors were trained we brought the same training back to our home agencies and began training our middle managers first and helping them to understand the importance of buy-in to this program, and then the middle managers were then able to carry the training on to the frontline staff. [31:00] 

I’d like to mention another helpful tool that the Department of Health gave us was that they met with the accrediting bodies to standardize the goals and rules that would be associated with healthcare homes. They’re accredited by CARF, and they have sent us a list of standards that we would comply with in order to be recognized as healthcare homes. But we would use this training, carry it out to middle managers, then out to CSSs to make sure that we got the exact services in place out in our communities. The next slide please.
Slide: Agency Leadership Buy-In
Then we began setting up our teams. We recognized that it was vitally important to get the right person in the right spot. We recognized if we had hired somebody who was primary health we would have to train behavioral health services. And conversely the same thing. If we had a director who was primary behavioral health we would have to train primary services. So we recognized that we needed somebody who had experience in both primary and behavioral health care. We did that by hiring Tammy Floyd who is our healthcare home Director. She has twelve years’ experience with our agency. We did not have to train her how to work our electronic records or what forms we needed, that was already in [inaudible 32:31]. We could concentrate on the primary healthcare home service delivery. And then with our health home Director we worked to find a self-directed nurse care manager and still promote from within, and we found one who was also experienced in primary and behavioral healthcare, and Robin Smith is our nurse care manager primarily who has been with us for six years. That was a tremendous help because we were already two-thirds there in experience working with our group of clients.
Another thing that we learned is it’s important to have a good relationship with your community providers. Because of our relationship with the community providers this resulted in an excellent referral for our primary care consultants. Being a smaller administrative agent we did not have a primary care physician on staff, so the consultant was of great importance to us, and this referral resulted in a consultant that absolutely loves dong consultations and recognizes that his consultations is carried out to treatment team meetings, out to the staff, and out to the community. So he can see through our electronic record that his consultation is making a big difference in the healthcare of our clients. [34:00]
Another important team member that we would like you to consider is to have a qualified mental health professional available to go to client homes and visits, make cold calls and assessments. Because sometimes clients who have behavioral health concerns are not very good at coming in on their scheduled visit. So if we go out in a team with a nurse care manager and a qualified mental health professional who’s licensed and do assessments they can do our chart opening, our financial paperwork. We can do our blood sugar draws, we can do cholesterol checks right there at the very first meeting. Then if they don’t show up to their next appointment we still are ahead of the game in helping to assist that client in finding more resources for their behavioral and primary healthcare.
We also found that it’s very important for us to have the proper equipment when we are providing services to a client. We have an LDX machine and blood pressure cuffs with us so that if we want to do blood sugars and cholesterol checks right away we don’t have to wait for hospital labs or outside labs to provide that service for us and then wait for a time after to get those results. The next slide please.
Slide: Organizational Changes
With all of these changes that we were initiating we knew that we had to make some organizational changes. Policies and procedures were absolutely necessary, and we did use CARF’s requirements to drive those procedures and policies. And CARF did give us some ideas about how to redesign our quality assurance plan so that not only would these policies and procedures show the job duties that each individual person would be carrying out, but to have those job duties reflected in performance evaluations and core competency or quality checks throughout the work experience with us. So in this way were able to standardize duties across staff. [36:15] 

And it’s also important too to remember that when we are doing our additional trainings to bring forward some success stories. Because we all know that we learn at different rates and we accept change at different rates. We have some staff that get onboard right away, but some staff tell you they’re right onboard with you but yet they fail to really understand what it means to be onboard. So discussing success stories regarding client care helps those staff persons to really understand and to have a meaningful reason why to get their clients onboard with healthcare as well as behavioral healthcare.
So we also want to remember to take our trainings out to the community so clients in our community understand what we are, what we do, and how we can help them. And with all the changes that we have put in place with our performance evaluations and with our trainings we have learned how to identify the transformational changes that we personally have experienced in our agency and our community. We can see where we were, we can see where we are, and we can see where we want to go. 

Slide: Training
TAMMY FLOYD: Next slide please. That training is a very important part. We have been working on training our community’s [ward? 37:38] specialists as they are our frontline people. They see our clients once or twice, sometimes three times a month or more. So our agency has been very good about letting us do additional trainings with our community support specialists. The nurse care managers have done medication training to them. We trained all our community support specialists to use blood pressure cuffs, so they are now taking blood pressures out in the client’s home. That helps us as well. [38:10] 

It is very important to remember that you do have to provide the time for the training. Because in the first year we spend a lot of times at trainings and meetings, and sometimes the agency feels that we’re doing that and it is taking away from some of your other duties, which it is. But in the long run it has really helped us succeed. Our nurse care managers go to trainings, and then a lot of times we bring that back to the community support specialists. We ask that the community support specialists work with the nurse care manager so they’re able to bill talking to the nurse care manager about the client. Next slide please.
Slide: Treatment Team Meetings
Treatment team meetings are extremely important so that can see what everybody is doing on the team. We have our community support specialists identify clients that need to be brought before the team. The team is the nurse care manager, the community support specialist and a QMHP. It may be a health issue that the client is having problems with, it may be behavioral health, but all of that is brought together. And then we use our primary care physician consultant who reviews the charts, he reviews the Cyber Access Medicaid claims, and sees what the problem is. And then he gives us written direction as well, as he’s not able to attend all those treatment team meetings, and that information is brought forward and we are able then to decide what changes in their treatment plans need to be made. [40:00]
We do have all of our clients involved in the treatment plans. At these treatment team meetings they are not present, but they are present when quarterlies are done and when their master treatment plan is done, and they have a say in what goes in that. We want it to be orientated to what they want to be working on. Next slide please.
Slide: EMR
I did mention on the electronic records. Our system allows for us to have multiple signatures on a progress note, and that is one of the ways that we relay information. When the nurse care manager signs something when they are doing a health screening, if it’s in the progress notes they can forward that progress note right to the community support specialist. We also forward that to our primary care physician consultant. So they have to read that before they can sign off on it, and that allows for the whole team to be seeing what’s going on.
DEBBIE GRAHAM: That’s correct, the whole team is allowed to see exactly what’s going on with that client when everything is downloaded into one file, and we have better communications across the treatment plans. Next slide please.
Slide: Common Challenges
There are common challenges that we have to address though. Writing the treatment plan is one of the main common challenges. Because a person can know how to write a good treatment plan but sometimes it does not get transferred over to an understandable level for the case manager and for the client. We take a look at competency of writing a treatment plan. We have checklists on how to write a good treatment plan so that it’s understood right at the level of the client or the case manager. 

We also look at checklists or quality assurance core competencies for the health screening, the metabolic screening and the progress notes. We have to make sure that we have that treatment plan identifying both the primary care and the behavioral health care. Our staff understand that good healthcare can change mental health and vice versa, but they also recognize that it’s like in order to lose weight you can either diet or exercise. You might get some good results from dieting, you might get good results from exercising, but you’re going to get your best results if you do both at the same time. [42:45] 

So our staff have to remember to concentrate on primary care as well as behavioral healthcare in every single treatment plan now in order to get our best results. We have to make sure that we have buy-in on all service levels—management, middle management, case managers, and clients as well—when we are writing treatment plans. One of the challenges that we did come up with was that when we were doing our metabolic screenings we had asked for our frontline case managers to do blood pressure checks with clients. Because they were behavioral health providers initially and were learning how to do primary care healthcare with clients they were very reluctant to take blood pressures on clients. Well, what we had decided to do was buy blood pressure cuffs for our case managers, have them practice on each other, and then learn to take it out to clients. When we trained case managers on how to take care of their healthcare better it’s easier for them to take that training out to their clients for healthcare. Next slide please. [44:00]
Slide: Outcomes
TAMMY FLOYD: As Dr. Parks showed in some of his slides, one of the things medication adherence, how we use that is we get that report, the nurse care manager reviews it. Not always is that correct. You have to go in, you have to spend some time checking your records, sometimes checking with the client, to see if a medication has been changed. Because if a medication was changed, that can show the medication adherence is off. When we find that there is an adherence problem the nurse care manager in most often cases contact the community support specialist, and they’re the one then that goes out and they will ask that client, you know, “Are you taking that medication every day?” The client gets this asked almost at every visit and usually will say they’re always taking it. But when the client has been confronted then that we have the information that they’ve not been filling their medication, then they will come clean and say, “Well, this is the reason I wasn’t taking it.” And we have really improved our medication adherence by having this information to be able to look at. Before we did not have it and it was hard to know if they were taking their medications.
The disease management flags, one of the things is hemoglobin A1Cs. We try to look at that. It’s important to get that information from their primary care physicians. One of the things we’re finding, that if the client is flagged for having a hemoglobin A1C greater than 8.0, but when we check with their primary care physician they may have not even been in to that primary care physician for the last year to have their hemoglobin A1C drawn. So we’re getting a lot more compliance with getting that. We sometimes have to make that appointment ourselves with the primary care physician so that they can go in and see them about that. [46:10]
Other technology that we use, we rely on our Cyber Access, and it is very valuable to us. We do not get the Medicare claims or private insurance, but the Medicaid claims is very valuable. We are targeting core competencies with our healthcare home nurses by looking to make sure that everything is filled out. This is graded quarterly on different aspects of whether it’s a metabolic screening or a health screening. Next slide please.
Slide: Surprises
DEBBIE GRAHAM: Tammy is right when she is talking about the outcomes that we are gathering. We’ve learned that our client outcomes would not be as good if we were not measuring our staff outcomes, our core competencies. Because our staff has to be able to gather the correct information that’s being asked for on the health screenings and the metabolic screenings in order to input that information into the Department of Mental Health databases. So we have to be gathering outcomes on both ends of that. And we did have some surprises that we learned as we were going through our first year. We learned that in order to champion healthy lifestyles the staff have figured out that they need to be walking the walk and not just talking the talk. There have been staff that have come to me and said they feel hypocritical when they are obese and they’re trying to help a client of less weight than themselves to lose weight. The same thing happens when we had a staff person who is a heavy smoker and trying to assist a client to quit smoking. So one thing that we’ve seen in this past year is that health education for clients transfers. We get good results for clients, we get good results for family, and we are getting good results for staff. A service provision that combines both primary and behavioral health results in better outcomes for everyone involved. Next slide please. [48:20]
Slide: Success Stories
TAMMY FLOYD: This is just two examples of two success stories that we’ve had. We have had many clients since we’ve started into our second year and redoing their second metabolic screenings and health screenings that we have found lower BMIs. They are almost all still obese, but their BMIs have lowered. Billie lost 19 lbs. from one year to the next, and she was just checked again recently as she came into our nurse care manager’s office and wanted to be weighed and had lost another 4 lbs. in just three weeks. Now, Billie was given educational material by her nurse care manager. The nurse care manager also provided nutritional information for her case manager to work with her as well. And then we also have a YMCA program which the nurse care manager brings the clients to and gets them to exercise there. Billie uses a walker, and at this time she is walking over a mile at the YMCA using her walker.
Susan was one of our clients that smoked. We had been trying to work with her for several years as she wanted to stop, and then had a lot of health issues involved with her smoking. During the time that we were working with Susan she had a stroke. Susan also cares for her handicapped daughter and is the primary care giver, and she was very reluctant to even go to the hospital, and then when they wanted her to go to the nursing home for some rehabilitation she was wanting to refuse. Her nurse care manager and her community support specialist worked with the nursing home, with her primary care physician. We were able to get the handicapped daughter into the nursing home as well as Susan. And Susan only spent a couple months there, that rehab, and then we worked to transition her back into the home, and then a few weeks later transition the daughter back into the home. During this time we were able to get Susan to quit smoking, and she has been smoke free now for about nine months. [50:45] 

We are really excited about seeing clients that come in, when they get that second metabolic screening down. The first one they’ve seen it, they wouldn’t really comply even if their cholesterol levels where high. The second time around they are seeing—because we put it right there in front of them, it has climbed even higher. And the second year we’re getting a lot more buy-in with our clients, and we feel that we’ll start seeing even more improvement in the next couple of years because we are getting to be able to show them, and the community support specialist is still taking all that educational material back with them. Next slide.
Slide: Tips
DEBBIE GRAHAM: Since this past year we have learned quite a bit about setting up a healthcare home in our area. Some tips that we may have for you, the main recommendation is to have the correct staff on your team. I can’t express how important that is. They have to have total buy-in if they’re going to make this a successful program, right from leadership to middle management to frontline staff. In order for a system transformation to work sometimes leadership will have to step up and model management skills for middle management. We don’t want to concentrate totally on frontline staff to get them onboard to carry out healthcare home services. If your middle management drops out of it it could sabotage your frontline staff success. So we want to make sure we’re watching at all levels, that everyone is understanding the importance of having primary and behavioral health services carried out for all your clients and community members. So we don’t want to forget the support staff too, because we need somebody right on top of those phone calls and sharing, communicating information. Next slide please. I’d be glad to entertain any questions when ready. [52:50]
Slide: How to ask a question during the webinar
MODERATOR: Thank you both of you for sharing your insights for implementing the Medicaid health home. And we have a lot of questions. We’ll just do a couple now, then we’ll hear from Dr. Parks, and then we’ll go to an open Q&A and discussion. 

Slide: Outcomes
A couple quick questions. People asked what EHR are you using, just curious about what vendor you use for your electronic health record.
DEBBIE GRAHAM: Our electronic health records is called Care Logic.
DR. PARKS: And the IT tools that they get to use from the state side are with Care Management Technologies for the tools that does aggregation and performance reporting, and Cyber Access, which is a Xerox product, on the individual Cyber Access drill down they mentioned. Those are the claims-based tools, as opposed to their clinical record.
MODERATOR: Thank you very much both of you for that. A question about the role of peers. Specifically I think, Dr. Parks, you talked about peers, and then Tammy and Debbie, you talked about community support specialists. So I think there’s a little confusion. Is that the same role, are those paid peer support specialists, and are those peers paid under the PMPM or are they paid separately in a different funding stream? [54:20]
TAMMY FLOYD: This is Tammy, and we do not use peer specialists, we use community support specialists. Our peer specialists, we do have some peer groups that are led through our PSR, but we do not have any paid peer specialists on our enrollments.
DR. PARKS: For the state in general, peer specialists are reimbursable under our rehab option, so they are paid in general in the same way the community support workers and case managers are paid. We made that change prior to health homes so there is no additional funding for peer specialists in the PMPM. That said, if a CMHC wanted to hire a peer in any of those roles that the peer otherwise met the credential—and the easiest one would probably be the care coordinator role—that would certainly be up to them. But in our state peer specialists are paid at approximately the same rate as community support specialists under the same funding mechanism, which is our rehab option.
MODERATOR: Thank you. The next question is just about your treatment plan. I think a couple people asked if you had a sample or a template that you would actually be willing to share that we could disseminate. And lots of questions about just how do you put that together, where do you store it, how do you systematically review the treatment plans? So just want to hear if you could say a little bit more about that, treatment plans. [56:00]
TAMMY FLOYD: The treatment plan that North Central uses, there is a template from our electronic records. We do have a semi-modification option where we can put in some of Department of Mental Health’s requirements into our treatment plan, but basically it has problems that the client has identified, a goal that the client has identified, and the objectives. We can have many objectives attached to those problems and goals that allow us to work on both primary objectives as well as behavioral health objectives, whatever the client wants us to work on. That is attached to the client’s clinical record, so anyone who is on the treatment team, if they are assigned to that client that treatment plan does show up for every person who is part of that treatment team, and each treatment team member can see whenever there is a change made in that treatment plan. We do have some templates and samples that we would be happy to upload and make available to others if they wanted to see how our treatment plan works.
MODERATOR: Thank you very much. We have lots more questions, and some that I think we’ll do as a group. So let’s go ahead and go back to Dr. Parks to share some of the outcomes of the Medicaid health home in Missouri, and then we’ll go to some of your questions on financing and other implementation issues.
DR. PARKS: Okay, so these categories of outcomes we track are things you would want to do anyway, but they are also required categories by CMS. You’ll have to show in your state plan amendment how you’re looking at quality of care, how you’re looking at clinical outcomes, and how you’re measuring the experience of care. And there are also requirements to look at cost and utilization. You can see a detailed spreadsheet of all our performance indicators at our website. If you go to Department of Mental Health, DMH, Missouri Department of Mental Health, on the right-hand side of the page there’s a tab that says “Health Homes,” and you can download our spreadsheet there if you like. [58:10]
Slide: Outcomes — Reducing Hospitalization
Here’s our outcomes on reducing hospitalization. We started on January 1st, 2012, and for both the primary care health homes and the CMHC health homes we’re seeing reductions in the percentage of patients that have at least one hospitalization from 33.7 percent in 2011 for the CMHC down to 24.6 percent in 2012.
Slide: Preliminary Health Home Outcomes Reduction in Hospitalization
For rehospitalization we’re also seeing a similar decrease.
Slide: All Cause Re-Admission Rate per 1,000 Patients with at least 1 Hospitalization
I’m sorry, here’s the readmit line, with the CMHCs showing a decrease. And I haven’t seen that yet on primary care side. So we were seeing about 50 percent of the people that got admitted getting readmitted in 2011, with a modest drop starting in 2012.
Slide: Cost Savings
When we look at savings, on the cost savings, calculating it strictly on reduction in costs on emergency room and hospital, we get a savings of about $128. Now, the intervention cost us about $179, so our net savings is about $49 per person per month. So the intervention more than pays for itself and there’s savings of around $600 annually on each patient.
Slide: Cost Savings
If we look at our total Medicaid savings, beyond the E.R., hospital, all in, the difference is about $162 per person per month, for a net savings of about $83. [60:00]
Slide: Collaborative Progress: Mental Health
We have been part of a learning collaborative that was run by a separate group of contractors retained by a local health foundation that’s helping us out, and by their measures we are showing improvement state-wide in reduction of hemoglobin A1C, reduction of blood pressure and LDL. There’s a typo, this is actually CMHC blood pressure and LDL. And some of the areas starting to show improvement on smoking cessation, with the others not moving yet.
Slide: Lessons Learned
I’m going to talk a little about lessons learned. For those of you that are state staff, start filling out the CMS template with draft language as early as possible, it’ll help you firm up your thinking on how you want to design your health home. Have frequent informal phone discussions with CMS to get their feedback. If you ask for formal answers it’ll take them six weeks. If you want to informally discuss your questions you’ll get a lot more information a lot quicker. And insist on talking to the financial people at CMS early. Program at CMS and financial do not always agree. We found we had agreement with program, and when we went to finalize financial came in and said, “Oh no, we don’t think about it that way, you’d have to make changes.” So make sure when you talk to CMS that you have not just the program people but the financial people in the discussion.
Slide: Lessons Learned
Start looking at your data before you decide on program structure and characteristics. Don’t decide what you want before you know what you got. Look at your data early and often. Do not underestimate the amount of administrative staff time required, both on the state central side and on the individual practice side. You can see these PMPMs pay for a lot of staff, and you heard from North Central how much work this is administratively. Do not attempt to have existing staff do this in addition to their regular duties. You won’t be able to pull this off if you ask everybody to do a little more, you need to add new people where this is the substantial bulk of their duties. If you can find them, use senior staff who have good relations with both the state and the providers who are knowledgeable about your system. Our system managers, our senior administrators recently retired out of both the CMHCs and the state that we hired back in under contract for the contract. That way they knew the work, they knew the people, they knew how we did business. It really helped us and we would not be where we were if we had started with junior staff or people that didn’t know it. [62:30]
Slide: Establishing Standard Health Indicators
Measure a lot. What gets measured gets done.
Slide: Principles
We try to use all the data we have before collecting more. That’s why we like claims, that’s why we like using the [MISUP? 62:45] which is required by the Black grant. And we show as much data as we can to as many partners as we can as often as we can. I think that Tammy and Deborah and Laurie will tell you that we literally rain data down on their heads. We find that sunshine improves data quality. We are not ashamed to show data that we’re not sure is correct. How else are we going to make it correct and find out if we don’t show it to people? It often gets used, and if we’re going to have differences on policy or operational questions it’s better to have those differences looking at data than speculating about anecdotes that each side makes up. When we show data we often don’t say what it means, we ask people what they think it means. And we treat any criticisms that the data are inaccurate or misleading as a testable hypothesis. Okay, it’s wrong. What can we do to make it better? How should we analyze it or cut it differently so it’s a more accurate portrayal.
Slide: Data You Need to Manage the Project
To manage these projects you’ll need to build an enrollment registry system, you’ll have to have a payment system to pay the PMPM, and you’ll have to be able to measure work processes. Who’s reporting data to you and who isn’t? Who’s using those electronic records and who aren’t? We’re able to give North Central a record of which of their employees is looking at the health information tool, how often, regarding which patients, to help them manage their own workflows. You’ll need to track the staffing and turnover. We also track attendance at training and conference calls. This is transformation and you’ve got to show up if you’re going to learn something. You’ll need to be able to do both aggregate data and individual drill down data. [64:25] 

Slide: Data Uses
You use the aggregate data for performance benchmarking, you use the individual drill down for care coordination. The disease registry you use primarily for care management to identify those gaps and come up with concrete actions. Enrollment registry you need to put out your payments. And most importantly in many ways you need the data to understand what you have so you can plan what you want to do next, and to tell your story. We spend a lot of time taking very complicated data and making simple graphs like what we showed you so we can explain what we’ve done and what outcomes it’s had. People need to focus on disseminating what you’ve achieved. I think the mental health system doesn’t do enough to disseminate its achievements. [66:10] 

Slide: Most Important Principle
The most important principle is we believe that perfect’s the enemy of good. Don’t try and have a comprehensive plan that does everything, make one thing better today and move on. We use an incremental strategy. We didn’t put all this stuff up all at once, it’s taken us years to get here. We put it up a piece at a time. And we have a lot of failed prompt attempts that I apologize to my CMHCs for. We would rather apologize for getting it wrong the first time then apologize for missing an opportunity while we took way too much time planning and trying to make something perfect.
Slide: Lessons Learned
Don’t underestimate the amount of technical assistance and training required, the monthly phone conference calls. We have monthly calls for health home administrators and the nurse care managers, we have frequent face-to-face meetings, and there are regular calls with individual practice coaches.
Slide: Most Important Principles
And there’s my important principles. I must have liked them so much I put them in twice. [66:00] 

Slide: [corporation logos]
Finally I want to end on how this is not just the state doing something or just the CMHCs, this is a partnership. We’re able to pull this off because we take care of our partners. Our Medicaid agency MoHealth Net and Department of Mental Health take care of each other. The Coalition works closely with the Primary Care Association, and we work closely with our private sector data analytic contractors CMT and ACS Xerox.
Slide: What Made it Possible? – Relationships
Here’s all our partners. You know, one thing in mental health, often we approach partnership by talking about all the special needs we have and how somebody else can need them. That’s not how you partner. You partner by taking care of your partners’ needs. We were able to convince Medicaid and get their support not because we said mental health has special needs, we said, “We know you have high utilizers, we know you have people using the E.R., we know you have a lot of diabetics you’re worried about. A lot of those people are mentally ill, we can do better on diabetes, let us help you with your indicators.” Being a partner is about taking care of the other guy’s agenda, not your agenda.
Slide: Change
So my final slide I want to talk about change. This is the inspiration. “When the winds of change blow hard enough the most trivial things can turn into deadly projectiles.” So the question is, where do you want to be in this picture? Do you want to get the thing that gets hit by the projectile? Do you want to be the projectile and whang into something? In Missouri we try to be the wind. I think nationwide behavioral health can be the wind that moves change. Go ahead and be the wind. We take questions now.
MODERATOR: Great. Thank you, Dr. Parks, those are some great outcomes and very exciting to see. We have probably over a hundred questions, so I apologize if we don’t get to your exact question. But we fortunately have about 20 minutes to spend having some Q&A before we go to some resources we want to share with you, and if you do end up leaving early just make sure to fill out that survey at the end to submit your feedback. So some questions about financing. First of all, does the PMPM cover all six categories, or do you—I think that’s a question. And then it leads me to this question of really for both North Central and Dr. Parks, how do you figure out what gets paid for under fee for service and what is covered for the Medicaid health home? [68:35]
DR. PARKS: I’ll address that, if that’s okay, and then you can give the agency perspective. There’s two ways you can bill your PMPM. You can either take existing services that fit the health home definitions and redefine them as health home, you stop billing them the old way and you build them into your PMPM and bill them that way. That’s not how we did it. We changed none of our old billing mechanisms. We analyzed where we thought our gaps were, and the PMPM is priced to just pay for what we weren’t already paying for. So that’s why it primarily pays for nurse care managers, health home directors, primary care consultants. A lot of the individual support and referral to community is still being paid for through the rehab option. The way we keep that separate is when they have an FTE, a person that’s completely paid for by the health home PMPM then they don’t have to log time. But if they have people that are in part billing fee for service and in part having their salary covered by per member per month payments they have to log that person’s time to make sure we’re not paying them twice for the same time. Other states have converted services. And in the future we may roll some of our rehab option services into the PMPM. We may not. But at this juncture our PMPM only pays for things that we had no way of paying for before, and we did not stop paying for anything that we were paying for before. Laurie, you want to say anything about how it looks from your side of the divide? [70:15]
TAMMY FLOYD: You covered it very well, Dr. Parks.
MODERATOR: Any thoughts from Tammy or Debbie in terms of how you’ve handled that from just kind of staff training or workflows [overtalk] helping to figure that out?
DEBBIE GRAHAM: Yes. On the front line really there’s no change in our daily business practice. We have in our electronic record a schedule, and every clinician fills out their 40 hours a weeks on their schedule. We have given them a verbal duties list from which to choose on which activity that they engage in. Behind the scenes, without the frontline staff knowing, those duties that they engage in are attached to a particular billing code which is pulled out of a particular pocket of money and no clinician has to see how that happens. So all our frontline staff, all they need to do is to do their job and to document the particular duty they’re carrying out, and behind the scenes it all just cascades into the right pocket.
DR. PARKS: So our health homes, our CMHC health homes, send a monthly report of exactly who their staff are. They send us the names of their nurse care managers and whether they’re half-time or full-time, and that’s how we track that they have the appropriate amount of staff for the number of per member per month payments they’re receiving. They have some flexibility in that staff max, but not complete flexibility.
MODERATOR: Thank you. The next question, we had several—actually a couple comments and questions about in terms of communicating enrollment, and what does it mean to be part of a health home to the individuals that are receiving the services, both in terms of—actually someone commented that there might be a perception that somebody’s going to a home, like they’re going to a nursing home now and that they’re being sent there, versus how did you address maybe the unique needs of different minority and ethnic populations that you may be serving? [72:25]
DR. PARKS: Well, we did cause confusion in our initial letters, and we had some people scared that we were going to make a move, and we rewrote our letter to emphasize that it improves your healthcare service but you don’t have to change where you live. So we did manage to make a mistake there. We did not have a lot of issues around hefting the message different to different ethnic populations. We have some small Spanish-speaking populations in some of our urban centers and a sprinkling in the rural areas, we provided a Spanish-language letter. But we’re not as diverse as some other states, and I don’t think we had a lot of challenges around that. Laurie, what was your view on that?
DEBBIE GRAHAM: Yeah, the script that the Department of Mental Health provided for us for our frontline folks to take to the clients after they received their letters was extremely helpful. So if that can be disseminated that would probably be helpful for everybody else.
DR. PARKS: Sure, that’s true. We wrote out a kind of a scripted set of talking points to help everybody explain what we were up to.
MODERATOR: And Dr. Parks, we’ll be showing a website for where a lot of Missouri’s health home materials are on. Do you know if those talking points are on that website?
DR. PARKS: I’ll make sure to get them to the National Council. We can supply you with a number of our implementation tools.
MODERATOR: Great, thank you so much. Both presenters—or all three of you—spoke to training. For the North Central folks, what would you say was really the most important training that needed to happen in terms of which group of clinicians, or if you had to really prioritize for a provider who’s trying to think about implementation, what’s the biggest thing they need to start on around training. And I think for Dr. Parks or for North Central, what’s the net return on investment in terms of that? Because you agree there’s a lot of front end work that needed to be done. Given the PMPM, overall has this been viable for you as North Central as a provider? [74:40] 

TAMMY FLOYD: Well, this is Tammy. And I don’t think there’s one point that you can say on the training. I think it was extremely important when we started the whole process that the leadership started with the training to understand what the healthcare home program was going to involve. But then again, our trainings that has continued on, it is very important. Myself as the Director, I continue to go to trainings and I learn more all the time, and things have been changing over the 18 months. So if they didn’t continue the trainings I would be lost at times. And then our nurse care managers have been provided a lot of training, and that is still just as important. And then the trainings that we’re offering our community support specialists, without that we wouldn’t be able to succeed at all.
DR. PARKS: And you know, I think for us the key point has been I think the trainings, we try hard to make them responsive to whatever the current points of confusion or pain are. We don’t have a curriculum planned out six months in advance. Beyond the monthly calls we jot down and keep an eye out for where are people confused, where are they saying they need help, and that becomes the next training. So the training is all really—we tried very hard to make it as responsive as possible to what the health homes say they need now or next. [76:10]
DEBBIE GRAHAM: And I’d like to tag onto that by saying, in order to find out what individual trainings are necessary next, within the agency we have to concentrate on our core competencies. We have a quality assurance core competence in place where we can look and see how well the agency’s doing, how well each department is doing, and right down to how well each individual staff is doing on each individual duty they carry out. So we can look at where our weaknesses are and target where our next training will be through those core comp processes.
MODERATOR: Wonderful, thank you. We’ve got some questions about really how do you—thinking about your core team, but then how do you expand that team. The role of pharmacists or other connection to community support, as you think about some of those [unclear 77:01] interventions about health, tobacco cessation, obesity, and gauging those community partners. Has that happened mostly through the individual provider at North Central that you’ve been doing that in any kind of formal way, or has that been encouraged by the state around implementation of health home, extending that network of community resources?
TAMMY FLOYD: At this time it’s more central. We are having a partnership with really all of our primary care physicians that are treating our clients, we talk to the pharmacies. And it’s very important that we have a close relationship with them. And we’ve done a lot of little things to get the primary care physicians to know that we were out there and what we were doing. The first thing we do is when we enroll a person in the healthcare home that primary care physician is notified that they are in our healthcare home program. We send a letter saying that we’ll be sharing information with you and we’ll be asking for information. [78:10]
One of the things we did last fall was we made up baskets for our primary care physicians’ offices—and we serve nine counties—and we delivered to the primary care physician’s office a basket with some candy and some little tea bags and pens and pencils, and then information on the healthcare home program, and a list of all the clients that they had that were in our healthcare home program. And this helped with the nurses and that front desk staff. That was a big plus. We got a lot of better response when we were calling them after that.
DR. PARKS: You see why we’re so proud of North Central, they’re beautiful. [laughter]
MODERATOR: A question I have, a couple of people have asked about what’s next for Missouri in terms of a couple levels. How is year two looking compared to year one, and then really what happens after the eight quarters are up, what are you guys thinking about in terms of sustainability of this model, both of the provider as well as the state? 

DR. PARKS: Yeah, I’ll take that one. So we started our outreach program about a year before we started health home, and our outreach program is showing an additional dip generating additional savings starting around the thirteenth, fourteenth month. So the analysis I showed you on the slides today were twelve-month results, because there’s a claims lag, it takes about six months to get claims run up. So we’re anticipating showing better savings as time goes on. We’re considering whether we want to go to a tiered per member per month as a way of getting more people into services but haven’t made that decision yet. We’ll be forming a workgroup with a number of our CMHC providers to get their input on it. We have some thoughts. We think the nurse care managers need a lower case level, that 250’s more than would be best. So we anticipate that we will be redesigning our state plan amendment and resubmitting it with changes based on what we’ve learned. [80:30] 

In terms of sustainability, we actually built in our budget enough match to keep going at our regular state match. It wasn’t sized on 10 percent match, it was sized on our usual Missouri 35 percent match. So we have no doubt that we will be continuing after January 1st. Sustainability on our CMHC health homes is not at all an issue, we’re going forward and we will be doing some redesign. Also as you see the intervention more than pays for itself anyway irregardless of the match, or regardless of the match. This is actually our third or fourth care coordination disease management initiative, so this is a good funding stream, it’s excellent. But this is something we did before and this is something we will continue doing when health homes isn’t the major opportunity at some unknown point in the future. This is the right way—this is a better way. You know, it’s not perfect, but it’s certainly better than what we were doing before, so we’re going to keep doing it.
MODERATOR: Great, thank you so much. Another question is around what’s happening with your managed care organization in your health plans in the state? Are they connected with the health homes, or how is that relationship?
DR. PARKS: We chose who was enrolled agnostic of managed care, as I mentioned, you know, with the diagnosis and the $10,000 cut. We ended up with only 15 percent of people in the health homes are with our managed care plan. In our state all the aged, blind and disabled are in fee for service, the foster care kids are all in fee for service. The [unclear 82:12] women and children, about two-thirds of them, the ones in Kansas City, St. Louis and the highway corridor between, are in managed care, and those in the rural areas on the Arkansas and Iowa border are not. Managed care, the payment goes direct from our Medicaid agency to the health homes, not through the managed care organizations. We send managed care a list of who is in the health home and who the health home directors are. We ask that their utilization managers coordinate with our health home care managers. But they’ve been a peripheral part of the initiative, would probably be the most accurate way to describe it. Laurie, you’re in a low managed care penetrance area, do you have any comments on that? [83:00] 

DEBBIE GRAHAM: Other than what you said, the vast majority of our clientele are fee for service, so we really haven’t had too much experience with the managed care situation.
DR. PARKS: We really see this as being a different approach. Managed care does care management primarily by looking at over-utilization and communicating about it with the providers, and it’s usually electronically or in writing. Health home care management looks for under-utilization and it communicates primarily with the patients themselves. It’s really a very different approach.
MODERATOR: I also wanted to—since folks were asking about, you know, is there a minimum number of clients per community health home or mental health. Because I think a lot of folks were asking could this work for a smaller organization given kind of some of the ratios with like 500 to 1. If you’re a small provider could you be a health home in Missouri as it currently is structured, or is it more difficult? [84:10]
TAMMY FLOYD: This is Tammy, and we are a fairly small provider. Currently we have around 370 clients in the healthcare home, so we do not have that 500 level. We use a lot of part-time and do—our nurse care managers split their time between doing the nurse care manager job half the time and doing another job half the time.
MODERATOR: Thank you, that’s very helpful. Anything you wanted to add, Dr. Parks?
DR. PARKS: No. Our smallest health home is down around 200. I think if you can’t have somebody at least half-time on it it’ll be hard to execute.
Slide: Resources
MODERATOR: Okay. Great. Well, that is all the time we have for today. Thank you for all your questions. I’m sorry if we were not able to get to all of them. As I mentioned, we did have to close to 200 questions. So again, it’s very exciting to see the interest. We posted here some of the resources made available by Dr. Parks and our partners from the Center for Healthcare Strategies. All these hyperlinks will be sent to you in your follow up e-mail from Citrix Go To Meetings. They’re also posted on the slides and available currently on the Integration.SAMSHA.gov website. We also have the contact information for our presenters. If you have a burning question that you really want to follow up with one of them for I’m sure they’d be happy to respond. And of course you can always contact the Center for Integrated Health Solutions if you’re looking for additional referrals to information and resources. Please take a moment to provide your feedback by completing the survey that is at the end of the webinar when you log off, it’s very important to give this feedback that we use to select the future topics as well as to format our webinars to make sure that they’re very practical and meaningful for providers who are trying to integrate primary and behavioral healthcare services. [86:15] 

I’d like to extend a real special thank you to our presenters for joining us today, for taking the time out of their busy schedules, for their efforts. Be sure to thank [unclear 86:25] from the Center for Healthcare Strategies for co-sponsoring this webinar with us today and all their work to support states around implementation of the health homes, and to each of you for joining us and taking the time out to learn more. Please stay tuned for more webinars from the Center for Integrated Health Solutions, and have a wonderful afternoon. Thank you.
END TRANSCRIPT
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